Background Defining bone quality remains elusive. From a patient perspective bone quality can best be defined as an individual's likelihood of sustaining a fracture. Fracture risk indicators and performance measures can help clinicians better understand individual fracture risk. Educational resources such as the Web can help clinicians and patients better understand fracture risk, communicate effectively, and make decisions concerning diagnosis and treatment. Questions/purposes We examined four questions: What tools can be used to identify individuals at high risk for fracture? What clinical performance measures are available? What strategies can help ensure that patients at risk for fracture are identified? What are some authoritative Web sites for educating providers and patients about bone quality? Methods Using Google, PUBMED, and trademark names, we reviewed the literature using the terms ''bone quality'' and ''osteoporosis education.'' Web site legitimacy was evaluated using specific criteria. Educational Web sites were limited to English-language sites sponsored by nonprofit organizations Results The Fracture Risk Assessment Tool1 (FRAX1) and the Fracture Risk Calculator (FRC) are reliable means of assessing fracture risk. Performance measures relating to bone health were developed by the AMA convened Physician Consortium for Performance Improvement1 and are included in the Physician Quality Reporting Initiative. In addition, quality measures have been developed by the Joint Commission. Strategies for identifying individuals at risk include designating responsibility for case finding and intervention, evaluating secondary causes of osteoporosis, educating patients and providers, performing cost-effectiveness evaluation, and using information technology. An abundance of authoritative educational Web sites exists for providers and patients. Conclusions Effective clinical indicators, performance measures, and educational tools to better understand and identify fracture risk are now available. The next challenge is to encourage broader use of these resources so that individuals at high risk for fracture will not just be identified but will also adhere to therapy.
Introduction
The term bone quality began to compete with the betterknown term osteoporosis in the bone health lexicon approximately 15 years ago [10, 57] . At that time, researchers began to note that bone density, a measure of mineral and bone size used by the World Health Organization to define osteoporosis, reliably predicted fracture risk for large populations but that it was not always accurate in predicting bone health in the individual [10] . Defining bone quality, however, remains elusive because the many factors influencing bone strength such as bone structure (size or mass), geometry (distribution of mass or shape), and material composition cannot be measured clinically. From the patient's perspective, however, it can be argued that a strict biologic definition of bone quality is irrelevant. What matters to the patient is the likelihood of sustaining a fracture and what can be done to prevent it. In other words, patients are interested in their fracture risk, or better, fracture resistance.
The challenge for medical educators and clinicians, therefore, is not to define bone quality, but to be able to communicate to patients the link between reduced bone quality and fracture risk so that individual patients at high risk will be identified, evaluated, and treated. Although there have been tremendous advances in the diagnosis and treatment of low bone quality/osteoporosis in the past two decades, it remains underdiagnosed and undertreated.
The need for improved diagnosis and care is urgent. The number of persons aged 65 years or older (the population at highest risk) is increasing rapidly. Burge et al. [7] project that the number of fragility fractures will increase by almost 50% by 2025 with the major increase in persons aged 65 to 74 years. The increase in the numbers of fractures is projected to be greatest among blacks and Hispanics because gains in life expectancy have been greatest in these groups. Randomized trials have conclusively shown use of bisphosphonate therapy in men and postmenopausal women can reduce the risk of fragility fractures by 35% to 40%. However, the majority of individuals who would benefit from treatment, particularly those who have already fractured, do not receive appropriate treatment. Finally, most of the research and education to date focuses on diagnosis and treatment of osteoporosis in white women. There is limited information available to help improve the care of persons of nonwhite ancestry, to say nothing of aiding the care of individuals with less common disorders such as Paget's disease, hypophosphatasia, and osteogenesis imperfecta.
This article highlights some of the new educational and clinical tools that have been developed in an effort to improve communication about reduced bone quality and fracture risk. The article looks at four questions: (1) What are some of the newest tools (ie, fracture-risk calculators) that can be used to identify individuals at high risk for fracture? (2) What clinical performance measures are being used to move the fracture-prevention agenda forward? (3) What clinical and educational strategies are being used to ensure patients at high risk for fractures are identified? (4) What are some authoritative, easy-to-access Web sites for educating physicians and patients about bone quality not just in white women, but in children, men, persons of nonwhite ancestry, and those with less common bone disorders?
Methods
The Web sites suggested as educational resources for patients and providers presented in this article were found using the search engine Google using the terms ''bone quality'' and ''osteoporosis education.'' All Web sites are currently active. Furthermore, the identified Web sites were last updated on or after September 2007. Web site legitimacy was evaluated using specific criteria, which included complete content review. We restricted our search to English language Web sites maintained by nonprofit organizations.
The Web sites discussing screening tools for fracture risk were found on the Google search engine using their registered trademark names. References cited in other portions of the article were based on a selective review of articles from PubMed.
Results
What Are Some of the Newest Tools, ie, Fracture-risk Calculators, That Can Identify Individuals at High Risk for Fracture?
In an effort to develop a clinical tool that can serve as a surrogate for bone-quality measures, integrate individual clinical risk factors for fracture and (when feasible) bone mineral density (BMD), John Kanis and Olaf Johnell and colleagues [34] , in partnership with the WHO, developed the Fracture Risk Assessment Tool (FRAX1) [22] ( Fig. 1 ). The tool built on the methodologic experience of communities such as breast cancer and coronary heart disease research in developing risk-assessment models that calculate the 10-year absolute risk of an event on the basis of multiple variables. The consensus is that access to information on absolute (rather than relative) risks allows patients to make better-informed decisions about therapy [47] .
The Foundation for Osteoporosis Research and Education used the same input variables as FRAX1 (ie, base fracture rates and relative risks) to build a somewhat different tool, the Fracture Risk Calculator (FRC) [20, 21] (Fig. 2 ). FRC also calculates 10-year absolute fracture risk, but displays it graphically, superimposed on the average risk for an individual of the same gender and ethnicity. The FRC categorizes fracture risk into three categories: low (\ 10%), medium (10%-20%), and high ([ 20%). Not all patients understand risk and treatment options in the same way; providing information by category gives physicians another tool to promote patient understanding of their individual risk.
In the United States, both FRAX1 and FRC can be applied to men as well as women and to individuals of four different ethnicities (white, Hispanic, Asian, and black). Both tools calculate the 10-year risk of hip fracture as well as of fractures to three other anatomic sites (ie, forearm, shoulder, and clinically apparent spine fractures). Both tools allow the user to print both the input variables and the user's 10-year absolute risk of hip and major osteoporotic (hip, spine, forearm, or shoulder) fracture; FRAX1, however, performs more adjustments for interactions among variables. Users of both FRAX1 and FRC get very similar, but not identical, estimates of fracture risk. FRAX1 has recently been updated to reflect falling mortality rates as well as more extensive fracture data [13, 33] .
FRC and FRAX1 are available free at http://risk calculator.fore.org/ and http://www.shef.ac.uk/FRAX/, respectively. What Clinical Performance Measures Are Being Used to Move the Fracture-prevention Agenda Forward?
Data from the National Committee on Quality Assurance (NCQA) have consistently demonstrated that among the most vulnerable population of all, namely, women older than 67 years who have had a fracture, only one in five are receiving appropriate postfracture evaluation or treatment [43] . In response, two national organizations have pushed performance improvement measures for bone health. The Centers for Medicare & Medicaid Services has developed the Physician Quality Reporting Initiative (PQRI), which uses a financial incentive to encourage compliance with bone health quality measures [8] . These measures are evolving. The 2010 PQRI measures include two measures related to primary osteoporosis care, two related to postfracture care, and two related to fall prevention ( Table 1) . These measures were developed by the AMA convened Physician Consortium for Performance Improvement.1
The Joint Commission has also taken up the cause of bone health and has developed 10 quality measures ( Table 2 ). The challenge is to get these measures accepted and used. In response to this challenge, the American Orthopaedic Association (AOA) has developed a Web-based quality improvement initiative, Own the Bone TM (OTB) [53] . The program, which the AOA is promoting nationally, focuses on improving care after a low-energy or fragility fracture. The AOA chose to focus on the prevention of secondary fractures because a low-energy fracture in an adult is a sentinel event that signals the presence of a frail skeleton and a high risk for future fracture and subsequent disability. There is extensive documentation that patients with low-energy fractures are not receiving appropriate care [19, 23, 25, 26, 29, 43, 48] . A fracture offers physicians a teachable moment and an opportunity to affect the behavior of patients as well as of primary care physicians.
OTB uses a Web-based registry to document patient risk factors and then verify compliance with measures distilled from National Osteoporosis Foundation (NOF), Joint Commission, and PQRI measures appropriate for patients who have already sustained a fracture ( Table 3 ). OTB partnered with the NOF and refers physicians to their Clinician's Guide to Prevention and Treatment of Osteoporosis (Available at: http://www.nof.org/professionals/ NOF_Clinicians_Guide.pdf; accessed August 18, 2010) and their teaching materials as well as to those of the National Institutes of Health (NIH) Osteoporosis and Related Bone Diseases National Resource Center (NRC). Because it is Web-based, OTB can continuously update its evidence-based educational materials as well as benchmark the success (or failure) of participating institutions. The registry can be used in hospitals, clinics, or private offices. The goal of OTB is to identify and support champions throughout the medical community who are dedicated to improve efforts to prevent subsequent fractures. There is a great need for champions; numerous studies report that simply alerting primary care physicians about a fracture Whether their goal is to manage primary screening for osteoporosis or to prevent subsequent fracture, clinicians face a number of critical process issues. Foremost among these are assigning responsibility for case finding and intervention, screening for poor bone quality, evaluating secondary causes of osteoporosis, determining optimal education methods, performing cost-effective patient identification, and defining the role of information technology. One explanation for the reluctance to screen is the absence of randomized controlled trials that demonstrating that screening works. However, a recent article by Barr on screening initiated in the early 1990s demonstrates that screening for osteoporosis substantially increases treatment and reduces fracture incidence [2] . Although most authors agree that primary care physicians and obstetricians/gynecologists should take the lead in ordering osteoporosis screening, responsibility for the care of the patient who has sustained a fracture remains in flux. Orthopaedic surgeons, the physicians who treat most low-energy fractures, are in a unique position to facilitate and improve low-energy fracture care. However, virtually all authors underscore the importance of a dedicated coordinator of care [4, 31] or fracture liaison [41] to aid in this endeavor. Both in inpatient and outpatient settings, coordinator-facilitated programs have proven effective for the identification, education, assessment, referral, and treatment of patients with fractures. Several authors have reported the success of outpatient followup clinics within fracture clinics or free-standing osteoporosis clinics. Patients in these clinics are typically between 50 and 80 years old and have a history of a nonhip fracture [4, 30, 35] . Few protocols have explored inpatient evaluation, probably because in-hospital initiatives generally require organizational paradigm shifts. Several authors [27, 51, 52] underscore that initiation of a postfracture care path or referral must not be left to chance; an admission protocol that prompts initiation of an osteoporosis evaluation and discharge plan is essential.
The most commonly used bone measurement tests used to screen for osteoporosis in the United States are dualenergy xray absorptiometry (DXA) of the hip and lumbar spine and quantitative ultrasound of the calcaneus. (Although quantitative ultrasound is less expensive and more portable than DXA and does not expose patients to ionizing radiation, current diagnostic and treatment criteria for osteoporosis rely on DXA measurements only.) Unfortunately, there is no consensus on what those criteria should be, particularly for women younger than 65 years and men younger than 70 years. The proceedings of the 2008 Summit for a National Action Plan for Bone Health noted that osteoporosis guidelines are ''complex, inconsistent, and not widely used'' [1] . However, the recent US Public Service Task Force on screening for osteoporosis offers a most thoughtful compromise. They suggest anyone whose risk for fracture is the same or worse than that of a woman aged 65 years with no risk factors, using the FRAX questionnaire, should have DXA screening to improve their decision making regarding therapy [55] . They support use of the FRAX questionnaire because (1) the tool relies on easily obtainable clinical information (eg, age, body mass index, parental fracture history, tobacco and alcohol use);
(2) its development was supported by a broad international collaboration and extensively validated in two large US cohorts; and (3) it is freely accessible by clinicians and the public.
Several authors have underscored the fact that many patients with fractures, particularly those with a hip fracture, have one or more secondary causes of osteoporosis/ poor bone quality [18, 37] . Osteoporosis in men is likely to be a marker of a systemic disease; 65% to 70% of men have secondary causes that contribute to osteoporosis, whereas this is only true for 20% to 40% of women with osteoporosis [17, 46] . Most commonly these secondary causes are the result of insufficient or deficient vitamin D, chronic kidney disease, monoclonal gammopathy, or low calcium absorption. Although there is not yet a consensus as to the appropriate workup for secondary osteoporosis, recommended tests include assessment of vitamin D status, evaluation for disorders in calcium absorption and excretion, protein electrophoresis, and renal function studies [18, 27] . Other endocrine, gastrointestinal, and connective tissue disorders have been identified as secondary causes of osteoporosis/poor bone quality and should therefore not be overlooked. These include hyper-/hypoparathyroidism, hypogonadism, anorexia nervosa, diabetes mellitus, lactose intolerance, rheumatoid arthritis, giant cell arteritis, alcohol abuse, and exogenous hyperthyroidism [16] . The majority of secondary causes are correctable and it is believed that by identifying and correcting these associated disorders, treatment aimed at reducing fracture risk will be more effective.
The challenges of educating patients about poor bone quality are substantial. This is particularly true for patients with hip fracture, who, according to Switzer et al. [52] , are frequently older than age 80 years, minimally ambulatory, and have multiple medical comorbidities and cognitive impairment. Independent of age, numerous studies have underscored the importance of direct (personal) over information-based (pamphlet) communication. For example, Gardner et al. [25] compared rates of treatment between control subjects who received a pamphlet on fall prevention and treatment group patients, who had a 15-minute discussion about osteoporosis evaluation with a research nurse and were provided with a list of questions for their primary medical physician about osteoporosis evaluation and treatment followed with a telephone reminder 6 weeks after hospitalization about the need to address osteoporosis. Six months later, 42% of those in the treatment group had received attention for osteoporosis compared with 19% in the control group. Success was attributed to the impact of the research nurse's activities.
At present, only integrated health systems have been able to demonstrate cost savings from case finding. Data from two integrated health systems underscore the financial savings that can be achieved when fracture incidence is reduced. The Geisinger Health System in Pennsylvania established an Osteoporosis Disease Management Program, which combined clinical practice guidelines, physician and allied healthcare provider education, community education, and a bone density testing program to target rural women older than 55 years of age [45] . They estimated that the resultant reduction in hip fracture rates saved the health plan $7.8 million over 5 years. Kaiser Permanente's ''Healthy Bones Program'' demonstrated an over 37% reduction in hip fracture rates over historical projections in 2006, saving Kaiser over $30 million in 1 year. Kaiser recruits orthopaedic surgeons to serve as the leaders of a multidisciplinary effort that includes outreach programs to target for diagnostic screening those individuals at high risk for fracture, particularly individuals older than age 75 years and, when appropriate, therapy [15] . A weakness of both of these studies, however, is they do not include all costs, especially the substantial personnel costs that were likely required to achieve these savings. In addition, as underscored in a recent commentary in the Journal of the American Medical Association by David Mechanic, as of 2006, only 9% of US physicians were in practice groups of 11 or more [42] . Thus, it may not be possible to achieve the extraordinary communication and coordination achievement seen in integrated health systems over the short term.
The ability to apply information technology to identify and manage patients with low bone quality is still in its infancy; however, it should be underscored that a major element of the success of Kaiser's ''Healthy Bones'' program came from Kaiser's ability of take advantage of the electronic medical record to provide health update reminders at all patient visits. Harrington et al. improved osteoporosis care by developing an information systems enhancement (ie, fracture billing data review) that automatically referred fracture patients to an osteoporosis care service [29] . OTB hopes to be at the forefront of documenting and benchmarking compliance with bone health performance measures using its Web-based performance improvement tool.
What Are Some Authoritative, Easy-to-access Web Sites for Educating Physicians and the Public About Bone Quality?
Lectures and slides from Bone Quality: What Is It and Can
We Measure It?, a 2005 conference sponsored by the American Society for Bone and Mineral Research (ASBMR), are available at http://app2.capitalreach.com/esp 1204/servlet/tc?cn=asbmr&c=10169&s=20292&e=4521&& (Table 3) . Although numerous academic articles on ''bone quality'' can be identified by searching PubMed, the free database for accessing the MEDLINE database of citations, abstracts, and some full-text articles on life sciences and biomedical topics managed by the National Library of Medicine, only the ASBMR site specifically addresses the many aspects of bone quality.
The Web site for the International Osteoporosis Foundation (http://www.iofbonehealth.org/) lists Web sites for English-language nonprofit organizations whose primary purpose is to educate clinicians and patients about bone health. Virtually all these sites focus on osteoporosis, not bone quality, because the former has been the focus of educational efforts for many decades. Most governmentsponsored Web sites provide their information at no charge; materials from private organizations may carry a fee.
A useful government-sponsored Web site is that of the NIH Osteoporosis and Related Bone Diseases National Resource Center, whose mission is to increase the awareness, knowledge, and understanding of physicians and other health professionals, patients, underserved and at-risk populations (such as Hispanic and Asian women, adolescents, and men), and the general public about the prevention, early detection, and treatment of osteoporosis and related bone diseases. They have recently updated their bone health Web site and their reports can be accessed at www.bone.nih.gov. In addition, their brochure ''Once Is Enough: A Guide to Preventing Future Fractures'' (available at www.niams.nih. gov/Health_Info/Bone/Osteoporosis/Fracture/preventing_ fracture.pdf) provides a reader-friendly discussion about how to prevent subsequent fractures.
Some Web sites offer free slide sets to supplement presentations on bone health (Table 4 ) and some are specifically designed to enhance education of trainees and physicians about bone health. A key challenge in improved bone quality is maximizing peak bone mass in young adults. There are a number of sites that focus on this topic ( Table 5 ). The sites are both instructional and entertaining. One of the newest campaigns, developed by the US Department of Health and Human Services, is Best Bones Forever (a play on the popular phrase ''best friends forever,'' or ''BFF'') targets girls between the ages of 9 and 14. The Web site provides girls with information about bone health, calcium intake, and the importance of eating right and being active in a fun, accessible, and interactive format. The program provides a range of free materials within the United States, including diaries for tracking calcium and food intake as well as exercises, book covers, tattoos, and pamphlets for parents. Some Web sites are designed specifically for individuals with rare bone disorders ( Table 6 ). According to the National Organization of Rare Diseases (www.rare diseases.org/), a rare disease is one that affects fewer than 200,000 people. The NIH's National Resource Center provides easy-to-understand information on an extensive list of rare bone diseases. The Rare Bone Disease Patient Network is a partnership of patient advocacy groups that have banded together to increase awareness and research about these disorders. Osteogenesis imperfecta, osteopetrosis, fibrous dysplasia, and Paget's disease have distinct foundations or associations that conduct research and provide education in their respective areas.
Discussion
The purpose of this article was to highlight some of the new educational and clinical tools that have been developed in an effort to better inform both physicians and the public about bone quality and fracture risk. Specifically, we explored (1) new tools (ie, fracture-risk calculators) that can identify individuals at high risk for fracture; (2) clinical performance measures being used to move the fractureprevention agenda forward; (3) strategies that are being used to ensure that patients at high risk for fractures are identified; and (4) authoritative, easy-to-access Web sites for learning about bone quality. Tremendous strides have been made, yet each effort has its unique limitations.
The authors acknowledge limitations to this review. First, the paper focuses on only two tools, FRAX1 and FRC, as measures for identifying fracture risk. Although each of these tools offers an extraordinary step forward in making it possible to estimate individual fracture risk, they do have shortcomings. Most important, neither tool includes input for the tendency to fall (although this limitation is partially compensated for by adjusting fracture risk for age). Additionally, FRAX1/FRC do not allow for inclusion of spinal BMD. Third, they do not include all known fracture risk factors because many of these factors were not included in the databases on which the tools are based. FRAX1/FRC can only be used in untreated A second overall limitation of the present study is that it is restricted to quality measures developed in the United States and focuses on a quality improvement effort developed by a single orthopaedic organization. Fractures are a worldwide concern, and a more exhaustive review would include quality initiatives from across the globe. Third, our review of efforts to identify individuals at risk for fracture was limited because almost all published studies focus on women; little data are available on identifying men at risk. There are likewise little data available on fracture risk in African Americans, Hispanics, and American Indians. Finally, our list of educational websites is far from comprehensive. Faced with an abundance of sites and limited space, we purposefully limited our list to sites in the English language and those maintained by nonprofit sources.
Cost-effectiveness analyses and treatment guidelines based on US fracture rates and costs have recently been published [13, 14, 54] . These analyses suggest pharmacotherapy should be initiated when the 10-year risk of hip fracture is 3% or more or the 10-year risk for any of four fractures (hip, wrist, humerus, and lyspine) is greater than 20%. However, although FRAX1/FRC identify patients at high risk for fracture, they do not predict whether treatment will safely reduce the fracture rate. Reducing fracture rates depends on other factors such as underlying disease states, allergies, and drug-drug interactions. Moreover, FRAX1
is based on fracture rates in untreated individuals and does not account for the effects of osteoporosis treatment. For this reason, it cannot be used in patients who have already received osteoporosis therapy.
Perhaps the greatest challenge will be to get healthcare professionals to incorporate FRAX1 and/or FRC into their practices. Cranney et al. have demonstrated physicians currently rely heavily on bone density reports to guide therapeutic decision-making and do not factor in other risk elements [11] .
A growing body of evidence suggests performance measures can help educate physicians and motivate them to follow guidelines. Perhaps the most famous program is Get With the Guidelines [36] , an effort initiated by the American Heart Association to increase the use of beta blockers after a heart attack. This program has been so successful that, as described by Lee in ''Eulogy for a Quality Measure,'' ''prescription of a beta-blocker following myocardial infarction'' has been retired. Compliance is so high that the measure can no longer be used to distinguish programs [38] . The challenge for proponents of bone quality performance improvement efforts such as Own the Bone is to match this extraordinary success story.
Although there is still ample room for improvement, rates of screening for low bone quality are rising slowly [9, 12, 58] . There is, moreover, indirect evidence that screening and treatment efforts are making a difference. In the United States [6] and Canada [39] , hip fracture rates and subsequent mortality among persons 65 years and older are declining, especially among women older than 85 years, despite the fact that comorbidities among patients [6] suggest the decline in fracture rate may also be attributable to a greater focus on healthy lifestyles. Although recent research has reflected a new willingness on the part of the orthopaedic community to assume the challenge of improving efforts to prevent subsequent fractures [49] , the data suggest this is not really the case. Haaland et al. have noted that in patients with hip fractures, the greatest predictor of diagnosis and treatment for osteoporosis in a previously undiagnosed individual was transfer to a rehabilitation or geriatrics unit [28] . As noted earlier, data from NCQA continue to document low levels of compliance with their quality measures in managed care environments. Patients at risk for subsequent fractures are the population OTB hopes most to impact.
A frequent explanation for low rates of screening in the general population, particularly by primary care physicians, is that there are so many other life-threatening problems needing attention (eg, hypertension, diabetes) that osteoporosis screening is a low priority [5] . Unfortunately, a recent article by Nayak et al. demonstrated those patients with the most risk factors for fracture are also the most likely not to receive diagnostic tests and treatment. In addition, men with osteoporosis appear to be identified and treated even less often than women [44] .
As clearly demonstrated by the Web sites delineated in the Results section and tables, numerous foundations, organizations, and advocacy groups have launched major efforts to enhance the knowledge of physicians and the public about bone quality via Web sites. Unfortunately, research data clearly show that adherence to osteoporosis therapy, once the decision to treat is made, is very poor. Explanations for this behavior are wide-ranging. The decision to start an osteoporosis treatment in the first place appears to be correlated with the patient's confidence in the effectiveness of the osteoporosis therapies and their general mistrust of medications altogether [59] . The decision whether to continue taking an osteoporosis medication includes fear of possible side effects and dosing requirements [56] . Unfortunately, there are no proven strategies for improving adherence. However, there is a growing consensus that simply referring patients to Web sites or downloading relevant handouts will not do the job. As noted earlier in the discussion of work by Gardner et al., nursepatient (and physician-patient) interaction and discussion are a critical component of the education effort [24] .
These are exciting times in medicine. Personalized medicine and point-of-care technologies hold hope that each individual's evaluation and treatment will be evidencebased and specific to his or her needs. In the field of bone health, with the advent of tools such as FRAX1 and FRC, we now have effective tools with which to gauge an individual's risk of fracture. Equally promising, we now have extensive Web-based tools for educating both patients and clinicians. Realizing the full benefits of these advances, however, will not be easy. It will require surmounting extraordinary hurdles that go far beyond the scope of this article. For example, will insurers support osteoporosis screening, care coordination, and therapy? How can we overcome the considerable level of denial among the baby boomers, now rapidly becoming our senior population, who do not want to admit that they might be susceptible to a ''little old lady disease''? How, too, do we increase their sense of personal responsibility to maximize and maintain their bone health with simple strategies such as exercise as well as adequate calcium and vitamin D? How do we ensure that those patients who do fracture, and thus demonstrate that they at substantial risk for future fracture, receive optimum evaluation and care? Will Own the Bone or other performance-improvement efforts succeed in achieving the bone quality and reduction in fracture rates patients deserve? The Web sites and strategies discussed in this article are an important first step, but much work remains to be done.
